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Skull x-rays © 

LARG SKULL SMALL SKULL 

| Cephalo / fascial proportion 

( >2:l^l st 6Ms , > 1:1 -> 6Ms - 1 year) < 1:1 

Hydrocephalus 
(Sp. Presence of sunt) 

See DD: p 13 shape of the skull 

normal abnormal 



silver-beaten app. 
NO <- -» YES 



Microcephaly 



craniostenosis 



Thickening of peri-orbital bones 
If complete -> batman app. 

I 

Marble bone ds. (ostepetrosis) 



Intracranial calcification 



Abnormal proportion 



normal prop. 



* Scattered, Small skull, open sutures 
-> Toxoplasmosis 

* if periventricular-^ CMV 



Metastatic dystrophic 



Silver -beaten app. + Normal shaped skull 

I -craniostenosis 
Chronic increase of ICT for DD^ -Pseudo tumor cerebri 

-space occupying lesion 



Wide medullary space v 



Hair-on -end app. 



Chronic hemolytic anemia (oblique lat. View) 

Multiple skull defects for DD 

(Lat. View) 

Bunches cribriform 



Histiocytosis x 



neuroblastoma 
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Chest x-rays @ 
1 -Opacity 
Homogenous opacity 



Diffuse 



\7 

(Costophrenic angel) 

^4 



localized 



\7 

( trachea ) 
pulled no 
to the same side 



free 

I 



Obliterated 
+rising to axilla 

I 

Pleural effusion 

Level of effusion 
*Mild: below 5 th rib 
*Moderate :bet. 5 th &2 nd ribs 
*Massive : above 2 nd rib+ pressure manif. 



massive lobar 
Pneumonia 



( border of opacity) 



-concave 
-Tri-anguia 



ri-janguk 
Absorp. collapse 



convex 
or strait 

I 

lobar 
pneumonia 



Air & fluid level 



(Costophrenic angle)- 



Obliterated 



1 



Hydro pneumothorax 
Or pyopneumothorax 



free 



Acute 



abscess 

\ 

chronic 



Adjacent thick wall 

Pneumonic patches 



cyst 



adj. tissue 
normal 
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Heterogenous opacity 



Bilat. * 
Large patches 



Bronchopneumonia 



Bilat. 
small patches 



Bilat. , basal 



T 

Miliary shadow bronchiectasis 



* N.B : unilat. Opacity , affected all lobes -> staph, bronchopneumonia 

Rounded shadow(opaque) 

I 



Abscess 



cyst cannon ball metastases 

*If one rounded shadow 
Unilat. (RT) 
Lower lobe 

I 

Aspiration lung abscess 

Extensive pleural fibrosis (mostly T.B) 

- heterogenous opacity 

- Over crowded ribs 

- Tenting of diaphragm 

- Entrapment of the heart 

- pulled mediastinum 



Mediastinal shadow 



Strait border 



Thymic shadow 



Lower lobes only 

I 

Congestion 



pushed in : 
pneumothorax 
-Unilat. Emph. 
-massive pleural eff. 
-Diaphragm. Hernia 



pulled in: 

-collapse 

-fibrosis 



irregular or festooned 
| border I 

tumor LNS 



Lung vasculature 

If seen in middle & outer zones 

upper & lower lobes equally 

plethora 

If seen only in zone 1 only -> oligemia 
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Black lung 




Vasculature seen 



Jet black 



- central trachea or pushed 

- nearly flat diaphragm 

- ribbon shaped heart 



- pushed trachea to opp. side 

- depressed copula on the affected side 

- unilat. + compression collapse of lung 



Hyper-inflated lung 



Tension pneumothorax 




Encysted air 




Lung 



pleura 



Unilat. 



No shifting of the mediastinum 

No compression signs 

No depression of the diaphragm 



Diaphragmatic paralysis 

Abnormal site of copula (seesaw sign) 
NO tenting NO hernia 



Hyaline membrane ds. 
chest Jl 0* heart J' Jj-^j g^"""" ^ 



Encysted pneumatocoele 



Encysted pneumothorax 



Or 

Ground glass app. 
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Cardiac x-rays 



Cardiac shadow information: 



1- size of the heart (cardiomegaly +/-) 

2- position of the heart (apex rt. Or It.) 

3- which chamber enlargement. 

4- lung vasculature. 



Important points of cardiac x-ray: 

* increase cardiothoracic ratio ( > 56%) 
-> cardiomegaly for DD: 

- Cong. Heart ds. 
-cardiomyopathy 

-mild/moderate pericardial effusion 
-rheumatic heart ds. 



** 



APEX 



a- site: 



RT. Apex look for liver shadow & gastric air bubble 
Dextrocardia, 



Isolated dextrocardia 



situs inversus totalis 



shifted outward 



RT. Ventricl 



b- position : 



shifted out & downward 

I 

(Cardiophrenic angle) 
Obtuse acute 



LT. Ventricle++ 



biventricular++ 



*** chamber enlargement 



1- prominent aortic knuckle >.5 cm (LT. side) 

2- prominent pulmonary knuckle >lcm (LT. side) 

3- LT. atrial enlargement: 

( > 1.5cm, Loss of cardiac waist , strait It. border) -> Mi tralization 

4- RT vent. ++ "1 

5- LT vent. ++ r* see -> apex 

6- Bivent. ++ J 

7- RT. Atial dilatation: 



T 



Opacity of lower 1/3 of rt. Border. 
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Fallot's tetralogy 



( Coeur-en-sabout ) 



-no or mild cardiomegaly 

- lung oligemia (give false impression of hypertranslucency) 

- Exaggerated waist 



Massive pericardial effusion 

{flask shaped heart) 

- well demarcated border 

- huge cardiomegaly 

- nearly centralized heart 
-acute cardio-phrenic angels 



( Ess-on-side app.) or (slobal shaped) 

-Marked bulge of RT. Cardiac border (RT. Atrial++) 
- Exaggerated bronchovascular markings (lung plethora) 



T.G.A 



Oblique lat. View 



(barium swallow) 



RT. Vent. ++ 



LT. Atrial ++ 



Obliteration of retrosternal space 



compression or indentation of the esophagus 
in retro cardiac space 
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Bones x-rays © 
1- vertebrae 

Anteropost. View or latral view 



( destroyed vertebrae) 




antro post view lat view 



Spina bifida oval peaked vertebrae 

NO. 

3 vertebrae(T12, LI, L2) > 3 vertebrae 

+ Spatulated ribs 

I I 

Cretinism M.P.S 



2- Long bones 



*Radiologically absent of 
the head of femur 



Cretinism 



*Very thick cortex 
Increase bone density 



Marble bone ds. 



* short femur + 
Mushroom shaped ends 

I 

Achondroplasia 



Multiple bone fractures 



Osteogenesis imperfacta 



Nora Hafez 



Under supervision of: DR. Mohammed Abou Elasrar 



Active rickets 



-Cupping 

-Broadening 

-Fraying 



3-Rickets x- rays 

(Upper limbs or Lower limbs) 

healing rickets healed rickets 



- cupping 

- broadening 
white line of calcification 



-no cupping 

- no broadening 

-thick white line of calcif. 



NB: 



* If fraying is present together with the white line of calcif. 
Active to healing rickets 

* In active & healing rickets see : 

- bone density (osteopenia ) 

- green stick fracture 

- double peri-osteal line 

- osteitis fibrosa cystica (present or no) 

- deformities: geno valgus or geno varus. 



If x-ray upper limb -> examine the bone age via carpal bones :- 

- no carpal bones -^age < 6 months ( congenital rickets) 

- 1 bone -> 1 st 6 months 

- 2 bones 2 nd 6 months , then one bone / year 

- 7 -> 6 years 

- 8 -> 12 years 

4-x-ravs of hands 

1- 2- 



amalgamated carbal bone 

I 

juvenile rheumatoid arthritis 



- discrete metacarbals 

- thine cortex, wide medulla 

- mosaic pattern 



chronic hemolytic anemia 
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Plain x-ray 



Abdomen x- raj(^) 
GIT x-ravs 



x-ray with contrast 
(Barium studies) 



Intestinal obstruction 



* Plain x-ray: 

I 

Imperforated anus 



Diaphragmatic hernia 



Abdominal distension 
+ multiple fluid levels 



inverted baby 
+ coin shadow at 
anal orifice 



gas filled loops in chest 
+ shift of the 
mediastinum 



* *x-ray with contrast ( barium studies ) 



B. swallow 
(Esophageal lesion) 



B. meal 
(stomach) 



B. enema 
(colon) 



1 -Cardiac achalasia 



cong. Hypertrophic pyloric 



mega colon 



-Dilated esoph. 
-Single stricture 
on the lower end of esoph. 
(parrot peak app.) 



stenosis 



I 



for DD: 



-Stenosed distal seg. Of colon 
- Dilated seg. Proximal to stenosis 
DD: 

3 types -cong. Mega colon 

- complete obst. (blind end) - chronic constipation 

- Ring obst. (umbrella sign) -anal stenosis 

- segment obst. (rat tail, string sign) - anal fissure 



2- post-corrosive esoph. Stricture 



- multiple strictures 

- dilated esoph. above stricture 
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Urinary system x-rays 



Don 't forget examine the skeletal system first looking for bone defects 

(e.g spina bifida or cretinism) 



Plain x-ray 



Type of x-ray 

* Plain x-ray 
Renal stones or calculi 



IVP with contrast (urographin pig.) 



Calcium oxalate 



- radio-opaque 
-spiky 

- anatomical in urinary bladder 



calcium phosphate 

- radio-opaque 

- multiple , rounded 

well defined , ( may be bilateral) 



NB: one stone on RT. Side renal stone or gall stone 

To diff. sonar or (lat. View; ant.-->gall st. , post. -> renal st.) 



**IVP with contrast 



1 -Absent renal shadow 



unilat. absent secretion of the dye 
See causes p: 18 



2- low position kidney 
( Ptosed kidney) 

low position of pelvis 
(below LI & L2) 



3- Back pressure changes 
Hydronephrosis hydroureter 

- minor calyces -> clubbing or ballooning -dilated tortuous ureter 

- pelvis may be dilated 

* site of obstruction * 

* dilated calyces & pelvis with no visualized ureter -> Pel vi-ureteric junction obst. 

* // // // & upper part of ureter -> ureteric obst. 



* 



// // 



// & ureters on both sides & distended bladder-> 

bladder neck or urethral obst. 
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